While most women are tremendously sexually resilient and responsive, women do experience a high rate of sexual dysfunction. On almost every survey of sexual complaints, the number of women outnumbers the number of men. The most recent survey, the National Health and Social Life Survey 1 (NHSLS, Laumann, Gagnon, Michael & Michaels, 1994) conducted with over 3000 men and women between the ages of 18 ± 59 y, found that 43% of women as opposed to 31% of males reported sexual complaints lasting several months during the past year. Moreover, in nearly every category of sexual dif®culty, women outnumbered men to a signi®cant degree. Especially remarkable was the ®nding that one out of every three women said they were uninterested in sex (compared with 1 out of 6 men) and one out of every ®ve women reported that sex provided little pleasure (as compared with 1 out of every 10 men).
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What are the reasons for the high incidence of sexual dif®culties among women? What are the risk factors for female sexual dysfunction (FSD)? What are the major female sexual disorders? And ®nally, what can the practicing urologist provide in terms of practical assistance to his female patients?
To begin with, some general observations about female sexuality:
(1) Physiologically, most women are capable of prompt arousal and orgasm. (2) Socialization exerts a much greater negative impact on the sexual comfort and expression of women than of men. (3) With some few exceptions, most female sexual dysfunctions stem from an interplay of intrapsychic, interpersonal and sociocultural causes rather than primarily biological factors. (4) The women's relationship with her partner is primary in promoting (or discouraging) satisfactory sexual relations and hence must be carefully evaluated when making a diagnosis.
(5) There is tremendous individual variability in sexual desire, arousal and ease of orgasm both within and across women. (6) Some female sexual dysfunctions are readily diagnosed and treated but most requirè clinical detective work' to determine the array of psychological, interpersonal and biological factors contributing to, or maintaining, the problem.
Female sexuality: in context
The socialization of women tends to be prohibitive and proscriptive. From childhood on, most women are discouraged from exploring their genitals and their sexual responsivity. Body image concerns are ubiquitous among women and tend to discourage women from acceptance and appreciation of their bodies in both a sexual and non-sexual context. Women usually feel responsible for the consequences of unprotected intercourse. Throughout their reproductive life, concerns about either fertility or infertility accompany their sexual activities. The high incidence of sexual abuse in women contributes to dif®culties in desire and arousal. Given the multitude of factors constraining their sexual spontaneity, women need reassurance and permission to`let go' sexually. The role of the partner is crucial in this respect, as well as the experience of a safe, trusting, and loving relationship. In pre-menopausal women, relationship dissatisfaction tends to be the major factor thwarting sexual desire and arousal. In peri-and postmenopausal women, the role of hormones, particularly androgen, appears to be signi®cant. 2 Atherosclerotic vascular disease may inhibit vaginal and clitoral arousal in some women as well. dif®culties achieving orgasm in partner-related sexual exchange. 1 Sexual pain complaints (dyspareunia and vaginismus) are surprisingly common and tend to be under-or misdiagnosed. In particular, vulvar vestibulitis is thought to be the most frequent cause of dyspareunia in premenopausal women. 4 This is a chronic clinical condition characterized by severe pain on vestibular touch or attempted vaginal entry and exquisite tenderness to cotton-swab palpation of the vestibular area.
Urologists should be aware that a history of urinary tract symptoms increases the odds ratio of experiencing both arousal and sexual pain disorders by seven-fold. 5 A history of urinary tract infections and sexual abuse are signi®cant risk factors for problems of desire and arousal as well.
Differences between male and female sexual dysfunctions and their treatment
Men tend to be more performance-oriented than women. Their ability to get and maintain good erections is intrinsic to their sense of masculinity and adequacy as a sexual partner. Vasoactive drugs are extremely effective in restoring erections and hence, have enjoyed unparallel enthusiasm among men. Women, on the other hand, tend to experience sexuality in a more contextual fashion Ð they are less concerned about sexual performance per se and are quite responsive to such interpersonal and psychological considerations as feeling loved, valued, desired, attractive, and safe.
Consequently, it is unlikely that any medication or surgical procedure alone will signi®cantly enhance a women's sexual response or pleasure without taking into account the`context' in which sexuality occurs. It is particularly important to understand the relational and psychological`space' in which she experiences sex.
Successful treatment of FSD varies widely, depending on the particular sexual dysfunction and the constellation of causative and contributing etiological factors. Primary orgasmic dysfunction and vaginismus tend to be successfully treated by a variety of cognitive-behavioral interventions. 6, 7 Problems of desire and arousal are more challenging since they depend on factors over which clinicians (and their patients) have less control, such as a past history of sexual disappointment and/or sexual trauma, con¯icted relationships, sexually inadequate or incompetent partners and the accumulated impact of negative socialization and developmental experiences. There is growing sophistication in the assessment and treatment of sexual pain disorders. Overall, with motivated patients and effective interventions Ð psychological, interpersonal and pharmacological Ð notable change can occur in women of any age.
The role of the urologist
Most urologists have neither the time nor the training to provide comprehensive treatment of female sexual dysfunction. However, they can be extremely helpful to patients if they are willing to take the time to conduct a brief sexual assessment and to determine whether and how the current presenting problem is affecting the patient's sexual response and/or satisfaction. At times, simple interventions can be suggested which may remedy the problem. Where complicated relationship issues appears to be implicated, it is best to refer to a marital or sexual therapist.
